Abstract A 30 year old female admitted for evaluation of left chest pain was suspected to have multiple cardiac hydatid cysts. The diagnosis was established by cross sectional echocardiography and computed tomography, supported by enzyme linked immunosorbent assay (ELISA) for echinococcosis. Medical therapy altered the echopattern of the cysts but failed to reduce cystic masses. Surgery was advocated but refused by the patient.
hydatid sand Cardiac echinococcosis is rare (incidence 0-5-2%) even in countries where the disease is endemic. ' attached to left atrial lateral wall near the mitral valve. There was no pleural-pericardial effusion and there were no cysts elsewhere in the body. CT revealed a large cystic mass in the interventricular septum (7 x 4*7 cm) occupying the left hemithorax.
The patient was given albendazole orally (400 mg three times a day). She was examined serially and echocardiography was repeated every two weeks. After four weeks of therapy, the contents of the septal cyst became more solid and well defined, and shift of hydatid sand was better visualised on altering the patient's posture. The size of the cysts, however, did not change with medical therapy. Surgical excision was considered but the patient did not agree to surgery.
Discussion
Cardiac echinococcosis is one of the important differential diagnoses if multiple cardiac cysts are detected on cross sectional echocardiography.5 Polyvisceral involvement, if found, suggests the cardiac cysts to be echinococcus in nature. ELISA, if positive for hydatid antigens, is highly specific.6 Cardiac infestation can be asymptomatic or may present with clinical findings depending upon the size, location, and number of cysts. Rupture of the cysts although rare is potentially fatal, resulting in anaphylaxis, cardiac tamponade, and massive pulmonary embolisation.4
In the present patient, the multicystic cardiac involvement was detected without other visceral involvement. It did not produce overt cardiac dysfunction but there was right bundle branch block and tricuspid regurgitation that were attributed to a large septal cyst. Tricuspid incompetence is a result of displacement of the septal cusp of the tricuspid valve. Intramyocardial cysts are known to produce obstruction, pressure gradient or murmur by displacement of cardiac structures.7 CT examination confirmed the echocardiography findings. It delineated large cysts and their relation with surrounding structures. Other cardiac abnormalities reported include low voltage graph and non-specific ST-T wave change on ECG, depending on location of cystic masses.' Two smaller cysts in the present case did not produce any effects.
Movement of cyst contents (hydatid sand) seen on changing the patient's posture, and progressive image modulation (thickening of contents) with medical therapy, which was observed in the present case, has been reported previously8 and considered to be characteristic of hydatid cysts. Surgical resection is the most accepted form of management. 
